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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Oregon

INCOME ELIGIBILITY LEVELS (continued)

C. QUALIFIED MEDICARE BENEFICIARIES WITH INCOMES RELATED TO FEDERAL
POVERTY LEVEL

The level for determining income eligibility for groups of qualified Medicare beneficiaries
under the provisions of Section 1905(p)(2)(A) of the Act are as follows:

1. Non-Section 1902(f) States

a. Based on the following percent of the official Federal income poverty level:

Eff. Jan. 1, 1992: 100 percent
b. Levels:
Family Size Income Level
$768
2 1,030
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